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PSYCHIATRY  AND  WORK 
FOR  THE  BLIND: 
BACKGROUND  STORY 


Almost  without  exception,  on  the  basis  of  experience,  practitioners  of  organized 
help  for  blind  people,  who  have  evolved  classic  theory  concerning  the  effects  of  blindness, 
have  insisted  that  blindness  alone  occasions  no  failure  in  basic  sanity.  Hauy,  Howe, 
Campbell,  Irwin,  Cutsforth— (to  name  only  a  few)— have  reiterated  this  point  with  such 
fervor,  and  have  been  so  well  accepted  by  the  field  of  work  for  the  blind  as  almost  to 
debar  their  students  and  clients  from  the  kind  of  psychiatric  help  they  might  have 
received  had  they  been  sighted.  Classic  theory  has  always  implied  or  stated  the 
reservation,  however,  that  the  basic  sanity  of  blind  people  depends  to  some  extent  on  the 
judicious  administration  of  organized  programs  for  blind  people.  This  principle  was  put 
forth  with  almost  euphoric  enthusiasm  by  the  well  known  neurologist  Sir  James 
Chrichton-Browne— writing  of  Sir  Francis  Campbell’s  pupils. 

Along  with  these  wholesome  thoughts  there  went  a  tradition  among  physicians,  both 
in  Europe  and  the  United  States  that  actual  psychosis  among  the  blind  was  rare.  Guille,  a 
French  physician,  who  wrote  with  hard-bitten  realism  about  blindness,  included  in  a 
treatise  published  in  1819  the  statement,  “We  see  very  few  blind,  who,  when  insane,  are 
in  that  state  of  mental  alienation  which  necessarily  implies  an  incoherence  in  the  ideas, 
and  a  total  divergency  in  the  functions  of  the  brain.” 

Later  in  the  United  States  we  find  Thomas  Cutsforth  going  so  far  as  to  wonder  if 
blindness  might  be  an  adequate  substitute  for  anxiety  symptoms. 

Thus,  it  was  against  tradition,  but  with  great  understanding,  Dr.  Kathryn  E.  Maxfield 
delivered  a  paper  at  the  American  Association  of  Workers  for  the  Blind  Convention  of 
1933  which  began,  “The  incidence  of  personality  disturbances  is  probably  much  higher 
among  the  visually  handicapped  than  in  the  general  population  of  the  seeing.” 

She  then  went  in  judiciously  to  back  up  this  statement  with  specifics  and  to  show  a 
good  understanding  of  the  reluctance  workers  for  the  blind  had  shown  toward  using  the 
services  of  psychologists  and  psychiatrists. 

Among  other  things  she  said,  “Psychiatric  and  psychological  work  with  the  adult 
blind  has  not  been  so  widely  developed  partly  because  of  the  complexity  of  the  problems 
involved  and  partly  because  of  lack  of  appreciation  by  organizations  for  the  adult  blind 
that  problems  exist,  but  largely  because  of  sad  experiences  which  workers  in  this  group 
have  had  in  seeing  a  difficult  problem  turned  into  a  hopeless  one  by  the  ministration  of 
some  specialist  who  did  not  know  what  allowance  to  make  for  the  physical  fact  of 
blindness.” 


AAWB  ANNUAL 


40-A 


She  then  gave  some  advice  about  choosing  a  psychiatrist  or  psychologist,  saying  that 
of  late  years  both  categories  had  grown  more  sophisticated  about  the  need  for  studying 
physical  handicaps,  but  in  choosing  a  doctor— unless  the  client  had  a  psychosis  out  and 
out— to  look  for  a  physician  who  was  not  so  preoccupied  with  the  major  mental  diseases 
that  he  was  likely  to  think  in  terms  of  the  abnormal,  rather  than  the  normal. 

She  said,  “Be  sure  that  your  specialist  has  either  had  experience  with  blind  people  or 
has  the  imagination  to  understand  their  problems  without  making  too  much  allowance 
for  the  actual  physical  condition  of  blindness  ....  When  you  call  a  specialist  in  mental 
problems  to  your  aid,  be  sure  that  he  is  of  high  standing  and  that  he  has  more  interest  in 
human  beings  than  in  theories.” 

The  common  sense  of  this  unusually  simple  and  helpful  treatment  of  a  difficult 
subject  had  little  apparent  influence  on  organized  work  for  the  blind  at  the  time.  There 
was  a  quiet,  continuing  policy  of  eschewing  good  psychiatry  along  with  the  bad. 
Psychology  fared  somewhat  better,  so  long  as  it  took  a  psychometric,  rather  than  a 
clinical  line. 

The  first  major  impression  to  be  made  on  workers  for  the  blind  was  the  work  of  Dr. 
Louis  Cholden,  who  was  a  boy  in  his  teens  at  the  time  Dr.  Maxfield  delivered  the 
above-quoted  paper.  Nineteen  years  later  Dr.  Cholden,  after  considerable  work  with  blind 
patients  and  a  great  deal  of  though,  delivered  a  paper  to  the  Academy  of  Ophthalmology 
and  Otolaryngology,  which  won  him  the  good  opinion  of  large  segments  of  workers  for 
the  blind  and  gave  them  the  impression  that  there  might  be  some  good  in  psychiatry  after 
all.  It  was  true  this  was  largely  because  he  was  the  first  medical  man  ever  to  take  their  side 
publicly  in  an  old  feud  with  ophthalmologists,  the  causes  of  which  Cholden  proceeded  to 
lay  bare  with  plain  language.  The  title  of  the  paper  was  PSYCHIATRIC  ASPECTS  OF 
INFORMING  THE  PATIENT  OF  BLINDNESS.  It  began: 

“In  my  work  as  psychiatric  consultant  to  the  Kansas  Rehabilitation 
Center  for  the  Blind,  I  have  had  an  unusual  opportunity  to  study  the 
psychologic  problems  relating  to  rehabilitation  of  blind  and  partially 
sighted  people.  These  psychologic  problems  of  blindness  invariably 
have  at  their  core  the  attitude  of  the  patient  toward  his  affliction.  In 
studying  these  problems,  I  have  become  more  and  more  impressed  by 
the  ophthalmologist’s  role  in  shaping  the  basic  attitudes  our  blind 
clients  develop  toward  their  blindness,  and  thus  influencing  the 
success  or  failure  of  our  efforts  at  rehabilitation. 

In  many  cases,  the  ophthalmologist  confirms  his  patient’s  worst  fears 
when  he  informs  him  of  his  blindness.  As  you  can  well  imagine,  what 
the  doctor  has  said  and  the  manner  in  which  he  said  it  remains  a 
most  vivid  experience  in  the  mind  of  the  blind  person  .  .  .  .” 

It  is  doubtful  that  Dr.  Cholden  intended  this  paper  as  an  attack  on  ophthalmologists, 
though  so  astute  a  clinician  must  have  known  he  was  probing  some  very  tender  spots  in 
their  souls.  In  any  case,  he  gained  better  welcome  and  prominence  in  the  field  of  work  for 
the  blind  than  any  other  psychiatrist  had  before  or  since.  This  even  held  up  reasonably 
well  when  he  turned  his  extraordinary  clinical  insight  upon  some  of  the  short-comings  of 
workers  for  the  blind  themselves  in  such  essays  as  “The  Effects  of  Monetary  Giving  on 
Human  Beings”  and  “Where  Do  We  Rehabilitation  Workers  Feel  Ourselves  Lacking  That 
We  Must  Look  For  A  Scapegoat,”  which  was  his  last  essay  before  his  tragic  death  in  an 
automobile  accident,  which  occurred  in  1956.  A  most  unconventional  physician,  he  was 
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at  the  time  in  a  television  documentary  of  taped  treatment  sessions  with  a  schizophrenic 
patient,  which  he  left  unfinished.  His  unusually  engaging  and  sincere  attitude  brought  him 
little  criticism  for  this  dubious  proceeding,  except  from  his  most  conservative  colleagues. 

His  writings  were  published  by  the  American  Foundation  for  the  Blind  and,  slim 
though  this  volume  is,  it  comprises  a  very  large  part  of  the  thoughtful  writing  on 
blindness  of  psychiatrists. 

His  most  trenchant  admonition  to  the  field  of  work  for  the  blind  was,  “We  have  to 
know  what  is  truth  and  what  is  excuse.” 

We  are,  therefore,  very  pleased  to  bring  to  readers  of  Blindness,  1968  Dr.  H.  Robert 
Blank’s  reading  of  our  position  this  year  in  his  article  which  follows. 
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THE  PSYCHIATRIST  IN  IMPROVED  SERVICES 
FOR  THE  BLIND,  A  VIEW  FROM  A 
TWENTY-ONE  YEAR  PERSPECTIVE 


By  H.  Robert  Blank,  M.  D. 

In  March,  1947,  after  a  fast  conversion  from  military  to  civilian  psychiatrist,  I 
walked  into  the  New  York  Guild  for  the  Jewish  Blind  and  became  a  worker  with  the 
blind.  This  identification,  following  the  psychoanalytic  definition,  occurred 
unconsciously  and  insidiously  as  I  lost  one  after  another  of  my  “blind  spots”  and  learned 
about  blindness.  Worker  with  the  blind  has  worn  just  as  comfortably  as  physician, 
psychiatrist  and  psychoanalyst.  In  other  words,  I  have  gained  at  least  as  much  from  work 
with  the  blind  as  I  have  contributed.  This  is  far  more  than  personal  reminiscence;  it  goes 
to  the  heart  of  our  subject.  If  our  field  is  to  attract  and  hold  more  psychiatrists,  services 
for  the  blind  will  have  to  become  much  more  attractive. 

Preliminary  Considerations 

My  views  on  rehabilitation  of  the  blind  obviously  bear  the  imprint  of  my  psychiatric 
and  psychoanalytic  training,  and  my  clinical  experience  with  persons  having  many 
varieties  of  illness  and  handicap.  This  background  accounts  for  my  repeated  emphasis  on 
differentiating  the  generic  from  the  specific  in  dealing  with  the  psychosocial  problems  of 
the  blind.  This  means  a  rigorous  attempt  to  differentiate  the  many  problems  the  blind 
'  have  in  common  with  other  handicapped  persons,  and  non-handicapped  suffering  human 
beings,  from  those  problems  specifically  attributable  to  blindness. 

Parri  passu,  there  are  problems  of  the  “Rehabilitation  System”  serving  the  blind  that 
are  almost  identical  with  those  of  other  rehabilitation  systems,  and  the  general  medical 
system.  There  are  problems  that  are  more  characteristic  of,  if  not  specific  to,  work  with 
the  blind.  Seeing  specific  problems  of  the  blind  where  they  do  not  exist  is  likely  to  lead 
to  serious  blundering  and  the  fostering  of  stereotypes.  Certain  examples  will  make  this 
clear,  examples  that  encompass  some  of  the  fundamental  unmet  needs  of  blind  persons: 

1.  Statistical1  perspective  on  specific  physical  handicaps:  Those  with  serious  visual 
impairment,  at  the  highest  informed  estimate,  number  one  million.  The  hearing-impaired 
greatly  outnumber  the  visually  impaired,  although  the  statistics  on  hearing  impairment 
are  even  more  inadequate  than  on  visual  impairment.  The  blind  are  greatly  outnumbered 
by  the  total  of  the  orthopedically  and  neurologically  handicapped;  that  is,  the  arthritics, 
hemiplegics,  paraplegics  and  amputees.  The  latter  three  conditions  are  due  chiefly  to 
cerebral  vascular  diseases  and  accidents. 

The  number  of  physically  and  psychologically  multi-handicapped  blind  children 
exceed  the  number  of  children  with  blindness  as  the  only  major  handicap  by  a  ratio  of 
possibly  four  to  one. 
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The  elderly,  as  they  age,  develop  multiple  handicaps.  It  is  estimated  that  70  to  80 
percent  of  those  65  and  older  suffer  from  multiple  impairments:  chiefly  cardiovascular 
diseases,  diabetes,  arthritis,  stroke,  hearing  and  visual  impairment.  These  statistics  make  it 
imperative  that  we  define  the  problems  shared  by  handicapped  persons  in  general  before 
planning  programs,  or  changes  in  programs,  that  are  based  on  the  assumption  of  problems 
specific  to  blindness. 

2.  If  we  consider  the  needs  of  the  elderly  blind  who  constitute  50  percent  of  the 
blind  population,  the  generic  consideration  that  strikes  us  is  that,  if  we  try  to  define  their 
psychosocial  problems  attributable  to  visual  impairment  outside  of  the  context  of  their 
basic  needs  for  financial  security,  housing  and  medical  services,  it  would  be 
psychologizing  of  the  most  unrealistic  sort.  But  the  unmet  needs  of  the  elderly  blind  for 
financial  security,  housing  and  medical  services  are  no  different  from  the  unmet  needs  of 
other  handicapped  elderly,  and  the  needs  of  the  elderly  in  general. 

Planning  and  building  housing  for  the  elderly,  for  example,  that  does  not  take  into 
account  the  inevitability  of  four  out  of  five  of  the  elderly  developing  multiple  illnesses 
and  physical  handicaps  would  be  unrealistic.  It  is  my  conviction  that  meeting  the  generic 
needs  of  the  elderly  for  financial  security,  housing  and  medical  services  would  make  their 
lives  more  productive,  reduce  the  incidence  of  physical  and  psychological  disability,  and 
facilitate  the  treatment  of  such  disability.  Psychosocial  problems  cannot  be  understood 
divorced  from  their  political  and  socio-economic  contexts.  And  psychiatry  and 
psychoanalysis  are  no  “cures”  for  social  evils  and  political  mischief. 

3.  The  incidence  of  serious  visual  impairment  among  the  elderly  is  between  two  and 
three  times  as  great  in  the  non-white  as  the  white  population.  This  disparity  is  consistent 
with:  a)  the  Negro  unemployment  rate  has  remained  twice  that  of  the  white  regardless  of 
the  state  of  the  economy  in  recent  decades,  and  b)  Negro  infant  mortality  rate  is  about 
three  times  that  of  the  white.  These  statistics  obviously  reflect  the  Negro’s  disadvantaged 
state  with  respect  to  housing,  education  and  medical  services.  The  primary  and  secondary 
prevention  of  blindness  in  the  Negro  population  can’t  be  divorced  from  the  generic 
considerations:  the  elimination  of  racial  discrimination  and  poverty. 

4.  The  final  and  most  pertinent  example  is  the  critical  shortage  of  professional 
personnel  working  with  the  blind,  especially  when  viewed  against  the  creation  of  new  and 
expansion  of  old  rehabilitation  programs  and  facilities.  Services  for  the  blind  are 
competing  for  essentially  the  same  personnel  (counselors,  caseworkers,  psychologists, 
teachers,  psychiatrists,  etc.)  as  other  expanding  fields,  notably  Rehabilitation  Medicine 
and  Community  Mental  Health.  During  1966,  for  example,  400  approved  residencies  in 
Physical  Medicine  and  Rehabilitation  (since  1967  significantly  called  Rehabilitation 
Medicine)  went  unfilled.  In  this  competition,  services  for  the  blind  (and  the  deaf)  are  at  a 
distinct  disadvantage  because  of  a  complex  of  psychological  and  historical  factors  (14) 
(17)  (2)  (6)  which  are  familiar  to  the  readers  of  this  Annual.  Now  I  would  only  indicate 
the  critical  problem  that  services  for  the  blind  have  developed  in  isolation  from  medical 
and  university  teaching  and  research  centers.  It  is  most  unrealistic  to  assume  that  the 
problems  of  recruitment  of  competent  professionals,  and  in-service  training  of 
professional  caliber  in  facilities  serving  the  blind,  will  be  solved  unless  this  isolation  is 
replaced  by  operational  interpenetration. 

Improved  Services  for  the  Blind:  What  Improvement  and  Where? 

The  most  obvious  and  sustained  progress  has  occurred  on  the  Federal  level  in  the 
work  of  the  Rehabilitation  Services  Administration  and  the  Veterans  Administration.  The 
RSA’s  legislative  accomplishments  have  been  phenomenal.2  In  addition  to  increasing 
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substantial  Federal  subsidies,  the  RSA  has  brought  leadership  of  high  professional  quality 
to  the  State  “Systems”.  Circumventing  State  political  and  ideological  roadblocks  and 
inertia,  the  RSA  has  been  instrumental  in  providing  direct  grants  to  schools,  universities, 
hospitals  and  other  facilities  providing  direct  services  for  the  blind  and  other  handicapped 
persons.  These  grants  are  for  training,  research,  pilot  projects,  construction  and  other 
purposes. 

On  the  State  level  there  are  50  different  State  rehabilitation  systems.  To  the  best  of 
my  knowledge  all  of  them  are  eager  to  accept  the  delivered  Federal  subsidies  (now 
constituting  75  percent  of  their  budgets).  But  the  State  systems  vary  greatly  in  the  degree 
of  lag  behind  the  RSA’s  leadership  in  goals,  philosophy  and  standards.  Some  of  the  States 
have  made  considerable  progress  in  professionalizing  their  rehabilitation  operations;  most 
of  the  State  systems  still  operate  under  the  foul  imprimatur  of  “poor  laws”,  “welfare” 
and  “charity  salaries  for  charity  services”. 

Even  the  most  progressive  State  systems  are  still  contaminated  by  “Welfare” 
Department  ideology,  appropriations,  and  salaries  for  professional  workers.  In  12  States 
the  blind  are  segregated  in  the  State  Welfare  Department  from  other  handicapped  whose 
rehabilitation  needs  are  administered  elsewhere  in  the  State  administration.  Thus  in  New 
York,  which  has  one  of  the  most  progressive  State  systems,  rehabilitation  of  the  blind  is 
under  the  State  Commission  for  the  Blind  in  the  Department  of  Welfare  while 
rehabilitation  of  other  handicapped  is  in  the  Department  of  Education. 

The  State  systems  vary  in  eligibility  requirements.  New  York,  for  example,  has 
20/200  or  less  vision  (legal  blindness)  as  a  criterion.  Pennsylvania,  also  with  one  of  the 
best  State  systems,  has  20/80  or  less  vision  as  its  criterion.  The  stricter  criterion  in  New 
York  does  not  reflect  that  State’s  philosophy  or  intent.  It  represents  one  of  the 
constraints3  imposed  by  the  huge  backlog  of  eligible  clients.  However,  the  fact  remains 
that  the  different  eligibility  requirements  among  the  States  makes  for  all  kinds  of 
inequities  and  difficulties  in  statistical  and  other  research  on  rehabilitation  nationally.3 

Compared  with  the  revolutionary  changes  on  the  Federal  level,  improvement  in 
direct  services  for  the  blind  on  the  community  level  has  been  slow  and  spotty.  In  fact,  the 
improvements  I  have  seen  have  resulted,  with  few  exceptions,  from  Federal  leadership 
and  funds,  and  other  external  pressures. 

In  1947,  I  was  bewildered  by  the  existence  of  hundreds  of  “services”  for  the  blind: 
social  agencies,  homes,  schools,  rehabilitation  centers  and  other  facilities.  These  varied 
greatly  in  scope,  ranging  from  large  multifunctional  services  to  meager  fragments  of 
services.  Although  professional  caseworkers  and  clinical  psychologists  were  already 
established  here  and  there,  they  had  to  be  persons  of  exeptional  dedication  in  order  to 
wage  constant  uphill  battles  against  entrenched  power  nexuses  and  fundamentally 
anti-professional  attitudes  of  Directors  and  Boards.  There  were,  of  course,  exceptions, 
but  as  late  as  1956  I  described  (2)  what  was  available  for  the  average  blind  person  as 
varying  from  the  inadequate  to  the  execrable  (in  sharp  contrast  to  the  excellent  and 
continually  improving  services  in  the  Veterans  Administration  for  blind  veterans). 

Most  disheartening  was  the  isolation  and  insulation  of  these  “services”  from  one 
another,  and  from  medical  and  university  teaching  and  research.  Multi-disciplinary  team 
work  existed  as  struggling  embryos  within  some  agencies  and  institutions.  Systematic 
goal-directed  in-service  training  was  almost  absent;  the  hopeful  exceptions  typically  were 
created  by  caseworkers  who  had,  or  were  in  the  process  of  establishing,  field  work 
affiliations  with  Schools  of  Social  Work.  This  represented  the  first  meaningful 
break-through  in  the  wall  between  services  for  the  blind  and  the  Universities.  The  second 
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was,  of  course,  the  rehabilitation  counselor  training  programs,  now  established  in  36 
centers,  almost  all  in  university  teachers  colleges,  through  Federal  initiative  and  funds. 

However  immune  the  “services” appeared  to  be  to  professional  contamination,  they 
did  compete  with  one  another  for  the  philanthropic  dollar.  With  few  exceptions,  the 
content  of  their  appeals  was  destructive;  that  is,  sentimental  and  stereotype  fostering.  I 
was  then  naive  enough  to  be  shocked  when  I  learned  of  several  “services”  with  poor 
professional  standards,  including  “charity”  salaries,  that  had  millions  of  dollars  in 
endowments.  These  could  have  financed  real  service,  teaching  and  research  programs  long 
before  substantial  Federal  grants  and  subsidies  became  available. 

I  have  presented  the  picture  I  got  from  1947—1950,  from  direct  contact  with  only 
about  15  social  agencies  and  other  services  for  the  blind  in  four  States.  My  inexperienced 
view,  however,  was  strongly  corroborated  by  outstanding  workers  with  the  blind  who  had 
long  and  geographically  broad  experience. 

What  is  the  grass  roots  picture  now?  If  one  reads  a  summary  (23)  of  Scott’s  major 
research  on  services  for  the  blind  in  the  United  States  which  he  completed  in  19674  it 
sounds  like  my  evaluation  of  1950,  only  richly  amplified  and  documented.  Most 
distressing  is  Scott’s  documentation  of  the  increasing  competition  among  numerous 
services  for  the  blind  for  the  relatively  small  number  of  educable  blind  children  and 
vocationally  rehabilitable  adults,  while  the  much  larger  numbers  of  elderly  blind  and 
multi-handicapped  blind  of  all  ages  are  virtually  neglected. 

Scott’s  work  has  aroused  howls  of  protest  in  certain  “executive  suites”,  to  the  effect 
that  he  has  overlooked  what  is  being  done  in  this  or  that  agency,  the  improvement  that 
has  been  made  in  this  or  that  area.  My  own  opinion  is  that  what  he  has  overlooked  is 
minor  compared  with  what  he  has  seen  and  illumined.  The  fact  that  certain  programs 
have  improved  commendably  only  highlights  the  fundamental  resistance  to  change 
characterizing  the  “services”  in  general.  They  are  still  interested  primarily  in  perpetuating 
themselves  rather  than  in  the  needs  of  blind  persons;  they  still  are  not  interested  in 
evaluating  their  operations;  they  still  resist  the  long  indicated  planning  and  consolidation 
based  on  community  or  regional  needs. 

Granted  that  the  improvements  are  outweighed  by  the  grave  deficiencies,  it  would 
be  nihilistic  not  to  recognize  obvious  progressive  developments. 

1 .  There  has  been  some  breakdown  of  isolation  and  insularity  among  agencies. 

2.  There  has  occurred  an  improvement  in  the  professional  functioning  of  many 
agencies  and  institutions,  with  the  beginning  professionalization  of  some  that  had  not 
functioned  professionally.  The  ratio  of  professional  to  non-professional  workers  has  been 
increasing,  but  there  is  still  a  marked  tendency  for  the  most  talented  to  leave  work  with 
the  blind  for  greener  pastures,  professionally  as  well  as  financially  (medical  and  other 
teaching  and  research,  industry,  etc.) 

3.  There  has  been  an  increase  of  multi-disciplinary  teamwork  in  practice,  teaching 
and  research;  for  example,  the  itinerant  teacher  program  of  the  Industrial  Home  for  the 
Blind,  Brooklyn;  the  deaf-blind  projects  at  the  Industrial  Home  for  the  Blind  and  at  the 
Perkins  School;  the  Mental  Hygiene  Clinic  directed  by  Walter  Kass  and  Arthur  Gilman  at 
the  New  York  Guild  for  the  Jewish  Blind,  and  the  total  program  development  of  Boston’s 
Catholic  Guild  for  All  the  Blind. 
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4.  In  the  last  three  or  four  years  the  productive  research  involvement  of  behavioral 
and  social  scientists  in  work  with  the  blind  has  met  with  far  less  resistance  among  agencies 
in  general  than  would  have  been  the  case  even  10  years  ago. 

5.  With  regard  to  the  recruitment  of  psychiatrists,  there  has  been  little  progress.  I 
believe  there  are  now  no  more  than  1 2  psychiatrists  in  the  United  States  who  are  actively 
involved  in  “services”  for  the  blind  (I  am  not  including  the  larger  number  who  are  now 
treating  blind  persons  in  private  practice  or  psychiatric  clinics).  Thomas  Caulfield, 
Director  of  St. Paul’s  Rehabilitation  Center  of  Boston’s  Catholic  Guild  for  All  the  Blind, 
for  three  years,  is  the  only  psychiatrist  I  know  who  is  in  full-time  work  with  the  blind.5 

Since,  with  very  few  exceptions,  the  actual  progress  made  has  been  the  result  of 
external  factors  rather  than  the  efforts  of  the  “services”  themselves,  it  is  important  to 
identify  these  factors  in  the  interests  of  accelerated  qualitative  improvement: 

1. The  progressive  strengthening  of  Federal  rehabilitation  legislation  and  SRA 
leadership.  This  culminated  in  the  historic  act  of  November,  1965,  which  made  coverage 
much  more  comprehensive,  and  provided  increasing  Federal  funds  for  the  Federal-  State 
System  and  for  direct  grants  for  training,  research  and  construction. 

2.  The  National  Federation  of  the  Blind,  The  Blinded  Veteran’s  Association,  and 
other  organizations  of  blind  persons.  The  blind  have  always  had  their  articulate 
spokesmen  who  have  forthrightly  presented  their  needs  to  the  public  and  to  government. 

3.  The  American  Association  of  Workers  for  the  Blind,  the  chief  organization  of 
professional  workers  in  the  field,  many  of  whom  are  blind  themselves,  and  other 
professional  societies.  This  Annual  is  gaining  increasing  importance  in  professionalizing 
services  and  stimulating  research  interest. 

4.  The  American  Foundation  for  the  Blind  which  has  acted  as  the  major  clearing 
house  of  information  on  blindness;  publishing  essential  books,  The  New  Outlook  for  the 
Blind,  many  research  reports,  and  other  items;  conducting  important  educational  and 
research  activities,  sponsoring  and  stimulating  many  more  extramurally. 

5.  The  influence  of  dedicated  individuals  among  workers  with  the  blind,  government 
leaders  and  others. 

Specific  Goals  for  Improved  Services 

1 .  Consolidations  and  integrations  of  “services”  based  on  community,  State  or 
regional  needs  of  blind  persons. 

2.  The  Commission  on  Standards  and  Accreditation  of  Services  for  the  Blind  should 
lead  to  the  establishment  of  high  and  progressively  improving  national  standards  and 
machinery  for  accreditation,  a  grave  unmet  need  in  our  field. 

3.  The  RSA  could  exert  greater  leverage  for  improvement  of  professional  standards 
in  “services”  receiving  direct  federal  grants  and  subsidies.  By  professional  standards  I 
mean  total  operation,  not  just  formal  personnel  standards.  High  standards  should  also  be 
established  for  in-service  training,  professional  record  keeping  which  is  typically  primitive; 
follow-up  which  is  practically  non-existent;  and  for  professional  fund-raising  and 
accounting  practices  that  are  geared  to  informing  the  public  about  blindness  and  about 
what  the  services  are  doing  with  their  funds. 
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4.  One  professional  standard  deserves  highlighting.  It  is  essential  for  “services” 
substantially  to  raise  salaries  of  workers  and  fees  for  consultants.  There  has  been  some 
improvement,  but  it  is  a  matter  of  common  knowledge  that  salaries  for  professional 
workers  with  the  blind  lag  seriously  behind  those  for  the  same  professionals  in  other 
fields. 


Governmental  salaries,  Federal  and  State,  are  also  still  notoriously  low.  It  will  be 
easier  to  raise  salaries  to  respectable  levels  in  the  private  and  governmental  sectors— if 
workers  with  the  blind,  individually  and  collectively,  will  exert  more  substantial  leverage. 

5.  If  the  “services”  are  to  obtain  the  psychiatrists  (and  other  specialists  in  short 
supply)  which  many  say  they  need  but  can’t  get,  they  will  have  to  “go  where  the  action 
is”.  They  should  affiliate  with  the  medical  schools  and  universities.  They  can  establish 
operational  connections,  if  not  formal  affiliations,  with  the  new  and  expanding 
Community  Mental  Health  programs  throughout  the  country. 

My  own  published  (4)  and  unpublished  surveys,  as  well  as  that  of  Briggs,  Marasse 
and  Stauffer  (8),  reveal  that  psychoanalysts  and  psychiatrists  in  private  practice  are  not 
isolated  in  ivory  tower  offices.  They  are  actively  involved  in  teaching,  hospital  and  agency 
work,  and  are  willing  to  devote  more  time  to  such  work.  Most  of  them  are  willing  to  take 
half-time  salaried  jobs  if  the  professional  standards  are  sufficiently  high. 

It  is  time  for  services  for  the  blind  to  stop  using  manpower  shortage  as 
rationalization  for  inertia  and  continued  isolation  from  the  mainstreams  of  professional 
and  scientific  activity. 

Accelerated  improvement  in  services  will  not  take  place  if  we  anticipate  our  specific 
manpower  shortages  to  be  solved  by  “dedication”  and  virtual  subsidy  of  services  by  single 
workers,  working  spouses  and  a  handful  of  workers  with  independent  incomes.  It  is  a 
striking  fact— our  communities  and  politicians  have  thus  far  not  been  struck  by  it— that, 
with  the  generous  expenditures  now  available  for  our  clients’  rehabilitation  through  the 
Federal-State  system,  and  through  private  philanthropy,  little  of  this  generosity  has  been 
directed  toward  professional  salaries  for  professional  work.  This  is  a  hangover  from  the 
days  of  “charity  wages  for  charity  services”. 


Role  of  Psychiatrist  in  Improved  Services  for  the  Blind 

Thus  far  the  discussion  has  focused  on  the  need  for  improvement  of  the  “services” 
in  order  to  attract  and  involve  psychiatrists  whose  presence  in  the  field  is  hardly 
discernable.  In  fact  the  bulk  of  the  outstanding  clinical  research  (as  well  as  treatment)  by 
psychiatrists  and  psychoanalysts  in  work  with  the  blind  is  being  done  chiefly  outside  of 
“services”  for  the  blind.6 

Instructive  contributions  on  the  role  of  the  psychiatrist  are  available  in  the  books  of 
Cholden  (13)  and  Carroll  (11),  and  in  Carroll’s  report  (12)  evaluating  a  unique 
experiment  in  rehabilitation  of  the  blind,  the  use  of  a  full-time  psychiatrist  (Thomas 
Caulfield)  as  Administrator  of  St.  Paul’s  Rehabilitation  Center. 

My  views  on  the  role  of  the  psychiatrist  as  a  member  of  a  multi-disciplinary  team  in 
contrast  with  the  role  of  “distant  consultant”  have  been  published  repeatedly  (1)  (3)  (6) 
(7),  chiefly  in  The  New  Outlook  for  the  Blind,  since  1952.  Many  items  merit  restatement, 
but  I  shall  repeat  selectively,  and,  hopefully,  add  something  of  value. 
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While  there  are  few  psychiatrists  involved  as  team  members  in  “services”,  there 
might  be  150  in  the  United  States  who  are  consultants  to  agencies  and  institutions.  I 
know  of  more  than  1 5  services  that  have  consultant  psychiatrists  who  are  members  of 
respective  panels  of  medical  consultants.  These  psychiatrists  are  “called  in”  only  for 
serious  symptoms  or  crises.  They  characteristically  are  not  particularly  interested  in  the 
psychological  problems  of  blind  persons,  and  know  little  about  rehabilitation  or  the  goals 
and  functioning  of  their  respective  “services”.  Hence  my  term  “distant  consultant”  has  to 
do  with  relations  and  attitudes,  not  geography. 

The  real  mischief  perpetuated  by  the  consultant  relationship  to  the  “service”  resides 
in  the  workers  with  the  blind  retaining  an  inferior  self-representation  vis-a-vis  the 
supra-professional  expert.  The  psychiatrist  tells  them  what  to  do  or  what  he  has  to  do 
with  the  client-patient,  and  that’s  that.  “We  need  you,  tell  us  what  to  do”,  represents  the 
most  common  attitude  I  have  encountered  among  “services”  who  have  consulted  me 
about  a  particular  client  or  about  their  psychosocial  program. 

Thus  is  the  traditional  isolation  and  denigration  of  the  “service”  for  the  blind 
aggravated  by  the  “distant  consultant”  role. 

How  does  one  convert  a  distant  consultant  into  a  member  of  the  service  team?  Some 
consultants  cannot  be  converted  because  of  deficiencies  in  training,  experience  and/or 
personality.  Psychiatrists  have  distinctly  different  roles,  and  psychiatric  training  leading 
to  specialist  status  differs  radically  from  training  center  to  training  center,  although 
standards  are  far  higher  and  less  divergent  than  a  generation  ago.  Nevertheless,  there  are 
different  psychiatric  roles:  there  are  mental  hospital  psychiatrists  and  organicists, 
psychoanalysts  and  psychoanalytically-oriented  eclectic  psychiatrists  (the  latter  the  most 
frequently  encountered  in  private  practice  today);  and  there  is  a  new  vigorous  crop  that 
will  be  produced  in  increasing  numbers— the  Community  Mental  Health  Center 
psychiatrists  who  have  far  from  uniform  training.  The  psychoanalyst  or 
psychoanalytically-oriented  psychiatrist  in  private  practice,  who  has  a  medical  school, 
teaching  hospital  or  community  mental  health  affiliation,  will  be  the  best  prospect  for 
involvement  in  professional  team  work  in  services  for  the  blind. 

Having  a  willing  prospect,  he  or  she  should  be  committed  to  a  regular  schedule, 
whether  it  is  two  or  four  hours  weekly,  or  a  part-time  salaried  position.7  In  converting 
the  “distant  consultant”  this  is  obviously  the  first  step:  make  him  an  Attending.  Even  if 
his  role  undergoes  no  further  change,  the  psychiatrist  in  regular  weekly  attendance  will  be 
seeing  problems  before  they  become  crises.  He  will  inevitably  be  interacting  more 
frequently,  regularly  and,  hopefully,  more  meaningfully  with  staff. 

Assuming  we  have  a  compatible  enthusiastic  psychiatrist  with  excellent  training  and 
experience  who  is  committed  to  weekly  attendance,  he  needs  orientation  by  the  staff  on 
blindness  and  rehabilitation.  Most  of  his  time  in  the  early  months  most  profitably  will  be 
spent  in  seeing  what  goes  on  in  every  client-worker  area:  intake,  testing,  class  work, 
mobility  training,  counselling,  etc.,— also  conferences  among  staff.  He  should  have  time  to 
examine  records,  as  primitive  as  they  might  be.  It  is  unlikely  to  find  a  well-trained 
psychiatrist  who  is  not  capable  of  helping  the  typical  “service”  improve  its  record 
keeping. 

The  psychiatrist  should  be  given  a  selected  reading  list  which  will  include,  among 
others,  the  works  of  French  (17),  Cutsforth  (14),  Cholden  (13)  and  Carroll  (11)  (12), 
Counselling  in  the  Rehabilitation  Process  (19),  Sociology  and  Rehabilitation  (25),  and 
those  psychiatric  items  that  the  psychosocial  staff  have  found  most  helpful. 
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If  the  “service”  does  not  have  a  professional  library  (I  don’t  mean  that  bookcase  in 
the  Director’s  office),  the  psychiatrist  needs  assurance  that  a  library  budget  is  available 
and  that  his  suggestions  for  basic  psychiatric  works  will  be  welcomed. 

There  is  no  better  blueprint  than  the  foregoing  for  initiating  the  new  psychiatrist  in 
the  “service”,  and  eliciting  the  best  he  can  offer.  In  my  analysis  of  failures  in  the 
utilization  of  psychiatrists  in  psychiatric,  rehabilitation  and  other  community  programs, 
emphasis  was  placed  on  “too  little  too  soon”;  everybody  knows  about  “too  little  too 
late”  (4).  The  point  is  analagous  to  professional  failure  with  a  client  due  to  defective 
intake  practices  (12). 

Under  all  kinds  of  pressures,  notably  eagerness  to  jump  on  the  “professional” 
bandwagon,  the  Director  and  Board  often  do  not  think  through  (sometimes  they  can’t) 
their  readiness  for  a  psychiatrist  who  is  interested  in  something  more  than  a  stopgap  on 
the  way  to  more  challenging  fields.  The  enthusiastic  and  competent,  but  inexperienced 
and  naive,  psychiatrist  tends  to  err  in  assuming  psychiatric  “sophistication”  in  the 
Director  and  Board  when  they  are  actually  ambivalent  about  psychiatry  and 
multi-disciplinary  team  work.  Instead  of  rushing  into  a  contract  it  is  preferable  first  to  get 
acquainted  with  Board  and  “Administration”  while  doing  some  painstaking  interpretation 
of  one’s  psychiatric  thinking  and  anticipations.  This  is  a  sine  qua  non  when  one  is  invited 
to  introduce  psychiatric  services  in  a  program  that  previously  functioned  without  them, 
or  used  psychiatrists  only  as  distant  consultants. 

The  psychiatrist  who  can  make  a  positive  contribution  to  agency  function  and 
growth  requires  assets  transcending  his  psychiatric  training.  He  must  have  considerable 
knowledge  of,  and  a  healthy  respect  for  the  other  professions  represented  on  the  team. 
He  should  be  eager  to  learn  from  his  collaborators  and  not  approach  inter-disciplinary 
activities  with  an  authoritative  super-professional  attitude.  His  team-mates  should  be 
competent  and  free  of  major  personality  limitations  if  teamwork  and  integration  is  to  be 
more  than  a  dream.  Services  and  psychiatrists  too  often  learn  the  hard  way  that  the 
psychiatrist  cannot  be  expected  to  compensate  for  weaknesses  in  the  program  which  are 
not  his  responsibility. 

The  Functions  of  the  Psychiatrist 

Thus  far  the  discussion  has  dealt  with  the  desiderata  and  pitfalls  of  the  engagement 
and  wedding.  Marriages  succeed  or  fail  in  various  predictable  and  unpredictable  ways. 
How  the  psychiatrist  functions  with  the  “service”  will  depend  on  the  particular 
psychiatrist’s  abilities,  creativeness  and  limitations,  and  the  corresponding  qualities  of  his 
co-workers.  Within  his  role  the  psychiatrist  can  have  many  functions.  Some  of  these 
functions  are  rigidly  and  legally  role  determined,  notably  prescribing  drugs, 
electroconvulsive  therapy  and  psychiatric  hospitalization.  Many  functions  are  not 
exclusively  psychiatric,  notably  individual  and  group  psychotherapy.  Disciplinary 
boundaries  in  science  are  obviously  not  rigid;  in  rehabilitation  it  is  essential  that  they  be 
kept  flexible  and  permeable,  else  teamwork  will  remain  a  fantasy  instead  of  a  developing 
reality. 

In  1952,  after  five  years  of  program  development  at  the  New  York  Guild  for  the 
Jewish  Blind,  I  outlined  the  functions  of  the  psychiatrist  as  follows: 

1 .  Consultation  involving  direct  examination  of  the  client,  requested  by  caseworker 
and  supervisor.  This  type  of  request  was  usually  based  on  grossly  disorganized  behavior  or 
manifest  symptoms  of  psychosis.  This  function  of  the  psychiatrist  is  the  easiest  to 
understand  but  is  not  the  most  important  in  terms  of  time  or  value  to  the  agency. 
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2.  Consultation  with  caseworker  and  supervisor  about  a  specific  problem  emerging 
from  the  casework,  e.g.,  a  problem  centered  around  the  admission  of  an  applicant  to  the 
Home  for  Aged  Blind,  or  an  impasse  in  the  casework  involving  insufficient  insight  into  the 
client-worker  relationship.  This  type  of  consultation  might  lead  to  psychiatric 
examination  of  the  client  but  much  more  frequently  results  in  some  clarification  of  the 
problem  without  the  psychiatrist  seeing  the  client. 

3.  Consultation  of  a  more  sustained  type  between  psychiatrist  and  caseworker 
during  the  treatment  of  a  specific  client.  This  type  of  collaboration  should  not  be  a 
substitute  for  casework  supervision;  the  supervisor  should  have  an  active  role  in 
determining  the  extent  of  psychiatric  participation.  Where  there  is  expert  supervision,  the 
need  for  psychiatric  consultation  is  reduced. 

4.  Psychiatric  treatment  of  a  client  on  an  intensive  or  non-intensive  basis  following  a 
thorough  study  of  the  total  situation.  Few  clients  will  require  intensive  psychiatric 
treatment  in  a  really  integrated  professional  agency  program. 

5.  The  psychiatrist  conducted  seminar  discussions  of  two  hours’  duration, 
approximately  every  two  weeks,  with  the  entire  professional  staff,  based  on  either  a 
current  case  presentation  by  a  worker,  or  a  special  subject  utilizing  one  or  more 
illustrative  cases.  For  example,  a  series  of  four  seminars  were  devoted  to  the  problem  of 
maximal  utilization  of  the  intake  interview.  Minutes  of  each  seminar  were  taken  by  an 
assigned  worker,  edited  by  the  psychiatrist,  and  copies  supplied  each  worker  for  a 
reference  and  review  file.  These  seminars  provided  the  most  efficient  means  of  learning  by 
the  entire  professional  staff,  including  the  psychiatrist.  Improved  record  keeping  was  here 
also  a  conscious  goal. 

6.  The  psychiatrist  and  psychologist  had  a  close  relationship  with  the  teachers, 
caseworkers  and  group  therapist  (who  worked  with  the  parents)  in  the  operation  of  the 
nursery  school  which  gradually  was  being  geared  to  research  as  well  as  educational  and 
psychotherapeutic  goals. 

7.  Recently  a  new  use  had  been  made  of  the  psychiatrist  in  having  him  meet  with 
the  joint  staff.  Here  several  serious  problems  presented  by  client-employees  in  the 
sheltered  workshops  were  discussed  among  shop  supervisors,  foremen,  caseworkers,  heads 
of  other  departments,  the  Executive  Director  and  the  psychiatrist.  This  had  been 
preceded  by  consultative  and  collaborative  handling  of  each  problem  by  the  foreman, 
shop  supervisor,  caseworker  and  casework  supervisor  directly  involved,  and  the 
psychiatrist.  The  results  of  this  new  form  of  collaboration  and  integration  were  most 
gratifying. 

8.  Through  his  annual  reports  to  the  Board  of  Directors  and  through  discussions 
with  the  Board  on  special  issues,  the  psychiatrist  also  had  some  direct  influence  on  agency 
policy  as  it  pertained  to  psychiatric  services  and  mental  health  goals. 

9.  The  caseworkers,  Executive  Director,  Director  of  the  Home  for  the  Aged  Blind, 
the  Attending  Internist,  and  the  Psychiatrist  met  as  the  “Home  Committee” 
approximately  every  three  months  in  order  to  evaluate  policy  and  function  in  the 
operation  of  the  Home  with  the  aim  of  constantly  improving  the  services  there. 

10.  The  psychiatrist  also  had  a  role  in  inter-agency  relationships  and  in  community 
relationships  in  general  through  participation  in  forums,  lecture-discussions,  etc.  He  once 
conducted  an  orientation  discussion  with  the  entire  faculty  of  a  private  school  which 
agreed  for  the  first  time  in  its  history  to  accept  a  blind  child  as  a  regular  student. 
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It  hardly  requires  emphasis  that  no  one  psychiatrist  is  capable  of  functioning  equally 
well  in  all  of  these  areas.  Ideally,  a  group  of  psychiatrists  serving  a  program  would 
apportion  responsibilities  according  to  respective  aptitudes,  training  and  preference.  Some 
of  us  are  dismayed  by  the  burden  of  speech-making  required  in  many  programs;  others 
seem  to  thrive  on  this  activity.  One  psychiatrist  is  most  effective  in  group  therapy  or 
family  therapy;  another  has  no  interest  in  it.  This  is  a  most  important  point  to  remember 
when  a  highly-valued  psychiatrist  dies  or  has  to  leave  the  program.  His  successor  at  best 
will  have  a  difficult  time.  His  job  will  be  rendered  impossible  if  his  co-workers  literally 
expect  him  to  fill  his  predecessor’s  shoes. 

In  addition  to  the  use  of  a  full-time  psychiatrist  as  Administrator,  St.  Paul’s 
Rehabilitation  Center  made  another  unique  use  of  a  psychiatrist.  For  a  number  of  years 
Stewart  Smith,  also  a  psychoanalyst,  conducted  weekly  group  therapy  sessions  for  the 
staff.  He  had  no  other  function  in  the  Center,  and  attendance  by  staff  was  voluntary. 
Although  Carroll  reports  (12)  considerable  ambivalence  among  the  staff,  the  effects  on 
the  team  as  a  whole  were  positive.  Several  staff  members  whom  I  interviewed  individually 
were  enthusiastic  about  these  sessions.  They  supported  Carroll’s  thinking  in  originally 
providing  the  group  therapy  that  full-time  work  with  the  blind  produces  unusual  psychic 
stresses,  and  that  the  workers  should  have  some  opportunity  to  abreact  and  develop 
insight  in  a  setting,  and  with  a  therapist,  that  guaranteed  confidentiality  and  elicited  trust. 

I  have  treated  many  workers  with  the  blind  and  referred  many  more  to  colleagues 
for  psychotherapy  or  psychoanalysis.  Agreeing  with  the  conditions  in  the  case  of  group 
therapy  for  staff  at  St.  Paul’s,  I  believe  it  is  undesirable  for  the  psychiatrist  on  the 
rehabilitation  team  to  treat  his  co-workers  individually.  Often  they  will  come  to  him  for 
treatment,  but  the  best  help  he  can  provide  is  referral  to  a  colleague  outside  of  the 
“service”. 

The  Psychiatrist  and  The  State  Rehabilitation  Services 

From  my  direct  experience  with  State  Rehabilitation  Offices  in  three  States  and 
discussions  with  counselors  and  other  State  personnel  in  six  additional  States,  the  use  of 
psychiatrists  (and  other  medical  specialists)  is  grossly  inadequate.  The  chief  constraints 
here  are  not  manpower  shortages. 

A  major  problem  is  the  unrealistic  limitations  on  State  fees  for  medical  consultants. 
There  are  competent  psychiatrists  available  in  large  cities;  increasingly  more  are  becoming 
available  in  more  sparsely  populated  areas.  But  they  will  not  be  available  for  ad  hoc 
consultations  for  the  current  fee  schedules. 

i 

Ad  hoc  consultations,  however,  constitute  inefficient  use  of  the  psychiatrist  by  State 
as  well  as  private  services.  With  a  little  more  effort  and  imagination  (and  the  fee  problem 
rectified)  most  State  rehabilitation  offices  on  the  municipal  or  county  level  could  hire  a 
competent  psychiatrist  on  a  regular  part-time  basis.  He  would  then  be  actually  available 
for  examination  of,  and  consultation  on,  persons  with  every  kind  of  handicap.  He  would 
also  be  available  for  in-service  training,  and  for  his  own  education  in  rehabilitation.  The 
prevailing  practice  of  a  counselor  for  the  blind  having  to  look  for  a  psychiatrist  or 
psychiatric  clinic  in  the  community  on  an  ad  hoc  basis,  while  counselors  for  other 
handicapped  persons  are  simultaneously  searching,  is  disheartening  and  wasteful.  This  is 
not  just  my  opinion.  I  am  practically  quoting  a  dozen  State  counselors  and  supervisors. 

Here,  as  in  the  case  of  private  services,  there  will  be  little  qualitative  improvement 
without  the  leverage  of  professional  organizations  of  workers  with  the  blind  and  other 
rehabilitation  workers. 
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Summary  and  Conclusions 

One  psychiatrist’s  analysis  and  recommendations  on  the  role  of  the  psychiatrist  in 
“services”  for  the  blind  has  been  presented.  Because  so  few  psychiatrists  are  involved  in 
work  with  the  blind,  the  essay  emphasized  those  areas  in  which  much  greater 
improvement  in  services  will  have  to  occur  in  order  to  attract  and  sustain  the  interest  of 
competent  psychiatrists. 

Psychiatrists  are  in  need  of  education  about  blindness  and  rehabilitation.  They  have 
to  learn  how  challenging  and  rewarding  work  with  the  blind  can  be.  The  educational  and 
inspirational  job  is  the  responsibility  of  “services”  for  the  blind  and  workers  with  the 
blind;  the  psychiatrist  can’t  get  it  elsewhere.  This  directly  contradicts  the  prevailing 
passive  receptive  postures  among  workers  toward  “outside”  psychiatry  and  the  behavioral 
and  social  sciences  in  general. 

I  have  been  blunt  in  discussing  many  items,  particularly  in  confronting  certain 
political,  economic  and  other  unpleasant  facts  of  life  from  which  it  is  easy  to  take  refuge 
in  professionalism  and  scientism. 

The  specifics  mentioned  concerning  the  psychiatrist’s  role  and  functions  were 
intended  to  be  suggestive  rather  than  exhaustive.  The  hope  here  is  that  the  reader  will 
learn  some  things  painlessly  that  the  writer  had  to  learn  the  very  hard  way. 
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FOOTNOTES 


*My  statistics  are  derived  from  The  National  Health  Survey;  Estimated  Statistics  on  Blindness  and  Vision 
Problems,  National  Society  for  the  Prevention  of  Blindness;  Scott  (23);  and  Goldstein  (18). 

For  a  concise  and  lucid  historical  and  sociological  review  of  Federal  rehabilitation  legislation  see  Straus 
(24). 

3 Elsewhere  (6)  I  have  presented  the  subject  of  rehabilitation  on  the  State  level  in  more  detail.  The  term 
Federal-State  System  masks  a  tremendous  array  of  resistances  in  the  States  against  providing 
professional  rehabilitation  services. 

4 Scott’s  definitive  report,  The  Making  of  Blind  Men:  A  Study  in  Adult  Socialization,  is  in  press. 
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5I  first  learned  of  another  psychiatrist  actively  involved  in  work  with  the  blind  in  1952  when  Louis  S. 
Cholden  wrote  me.  Cholden  (13),  needs  no  introduction  to  readers  of  this  Annual.  His  accidental  death 
in  1956  was  a  great  loss  to  psychiatry  and  rehabilitation. 

There  are  only  four  psychiatrists  who  are  members  of  the  AAWB:  Caulfield,  Chapman,  Kolb  and 
myself.  Psychiatry  bears  only  part  of  the  responsibility  for  this  meager  representation.  It  would  be 
healthy  for  “services”  for  the  blind  to  assume  the  major  responsibility. 

6See,  for  example,  the  works  of  Fraiberg  and  co-workers  (15)  (16),  Burlingham  (9)  (10),  Nagera  and 
Colonna  (20),  Omwake  and  Solnit  (21),  and  Sandler  (22).  The  most  sustained  productive  research  work 
with  blind  children  in  a  clinical  setting  is  going  on  at  the  Nursery  Group  for  the  Blind,  under  the 
direction  of  Dorothy  Burlingham.  This  is  a  unique  service  for  the  blind  in  that  it  is  part  of  the 
Hampstead  Child-Therapy  Clinic,  London,  founded  and  directed  by  Anna  Freud.  The  Hampstead  Clinic 
is  the  leading  psychoanalytic  training  center  for  work  with  children. 

7A  caveat  I  have  previously  stressed  (4)  is  in  order:  Avoid  volunteer  psychiatric  services  like  the  plague. 
They  seldom  have  been  productive  and  today  are  unnecessary.  The  “service”  that  is  paying  more  than 
lip-service  to  their  wanting  a  psychiatrist  engage  will  find  the  means  to  pay  a  respectable  fee. 
Professional  case  work  agencies  learned  this  long  ago.  So  let  us  part  with  the  “volunteer  delusion”. 
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